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Original Article
Correspondence should be directed to Abdul Moiz Hafiz, MBBS hafizabdulmoiz@hotmail.com I In nt tr ro od du uc ct ti io on n R igid sigmoidoscopy is an out patient procedure that allows for direct examination of the anus, rectum, and sigmoid colon. It is useful for quick and reliable diagnosing of a variety of dis-orders such as hemorrhoids, neoplastic lesions and inflammatory conditions of the anus, rectum, and sigmoid colon. 1 Whether sigmoidoscopy is useful as a screening procedure for colorectal carcinoma is still under considerable debate. 2 However in symptomatic patients it is an important diagnostic tool, because the rectum and sigmoid colon are not clearly seen through barium enema examination. 3 Our center is in a developing country with limited resources and a sizeable patient influx. Not many studies have been conducted to analyze the diagnostic yield of rigid sigmoidoscopy and look into its suitability for our population. The following study demonstrates that rigid sigmoidoscopy is successful in picking up many pathologies, and its wide applicability and affordability at our sigmoidoscopy center make it a valuable investigative tool for evaluation of lower gastrointestinal (GI) symptoms.
M Ma at te er ri ia al l a an nd d M Me et th ho od ds s
Rigid sigmoidoscopy is performed at the sigmoidoscopy center in SMHS Hospital, which is a tertiary care, 1000-bed hospital. The sigmoidoscopy center is a three-room facility where both in patient and referred out patients are examined by consultants and senior residents (registrars) with a nondisposable 25-cm long metallic instrument, well illuminated with a separate light source. Before the procedure, patients were given two bowel enemas. Brief histories were taken, and then the procedures were performed in the knee-elbow position without sedation. The findings, along with relevant information about the patients, were entered into the record books of the department. Biopsies were taken when appropriate. The patients were followed weekly for 3-6 months in the outpatient department (OPD).
The following information was extracted from the records:
• Total number of procedures with dates • Age and sex of each patient • Outcome of procedure Subsequent complications of the procedure were also noted in the study.
The population attending this clinic comprises both outpatients and in patients from urban and rural backgrounds. Our study is not equivalent to a screening study for asymptomatic subjects, although in some a cause of symptoms could not be found on complete sigmoidoscopic examination (labeled as "normal study" (Table 1) . Males comprised 3650 of the 5244 patients (69.6%), and females made up 1594 of the 5244 patients (30.4%). This proportion was maintained with little variation throughout the 4-year study period. Table 2 illustrates the various symptoms bringing patients to our center. Bleeding per rectum, constipation, and complaints of "something coming out of anus" constituted the most common indications for sigmoidoscopy.
Poor bowel preparation was present in 881 of the 5244 (16.8%) patients. All these patients were reexamined in subsequent visits after proper bowel preparation. Three hundred and fourteen of the 5244 patients (6%) could not tolerate the procedure.
A total of 3522 abnormalities were found to account for symptoms of 5244 patients. Hemorrhoids were the most frequently reported finding (Table 3) , and it continued to be so with little variation over the study period ( Figure 1 ). One thousand, three hundred and forty-five of the 2418 cases (55.6%) pre-sented with grade 2 hemorrhoids. Grade 4 was the fastest growing grade in the hemorrhoids group (Figure 2 ), and this trend was significant (p = 0.039).
Certain year-wise trends were observed in various pathologies ( Figure 1 ). All pathologies maintained almost a uniform distribution throughout the study period except the neoplastic lesions group, which showed a significant upward trend (p = 0.046).
Six-hundred and sixty of the 5244 cases (12.6%) were reported as neoplastic lesions, out of which 42.3% were reported as malignant (Figure 3) . A significant upward year-wise trend (p = 0.033) in this group was also observed (Figure 4 ) with rectal adenocarcinoma being the most frequently reported malignancy. Benign polyps constituted more than 90% of benign lesions.
Certain miscellaneous findings such as skin tags, worms, and proctitis also were noted in a small group of patients (n = 126, 2.4%).
There were no complications reported in our patients, either during the procedure or on followup.
D Di is sc cu us ss si io on n
Rigid sigmoidoscopy is adequate for active lesions in the rectum e.g. fissures, hemorrhoids, polyps, cancer, and proctitis. 4 This procedure is widely performed at our center on patients who present with lower GI symptoms. This fact was demonstrated by the sheer number of patients who were subjected to this procedure (5244 patients over A Ag ge e G Gr ro ou up p N Nu um mb be er r P Pe er rc ce en nt ta ag ge e 
years).
In our study, the mean age of patients was 53 years. The male-to-female ratio was approximately 3:1. This proportion was maintained with little variation in the annual number of patients.
The diagnostic yield in our series was 67.2%. This high diagnostic yield is at variance with that found in the study conducted by Donald et al. 1 Such a yield obtained in our series with the rigid instrument could be explained by the fact that almost all patients who present to our department with lower GI symptoms are evaluated initially by proctosigmoidoscopy.
Hemorrhoids were the most common pathology noted in both sexes. In our series, grade 2 hemorrhoids formed the majority of cases, 1345 out of 1784 (55.6%), while grade 4 was the fastest growing grade.
Even though the male group outnumbered the female group in all pathologies, it was observed that with any given pathology, the relative numbers of males and females were different ( Figure 5 ), i.e., the diseases were distributed nonrandomly between the sexes, and this relation was proven to be statistically significant (p < 0.05). The relative percentage of females with anal fissures was higher than in all other pathologies ( Figure 5 ). In females, its incidence was significantly higher than fistula in ano (p < 0.05). On the other hand, the relative percentage of fistula in ano was the highest in males and, except for hemorrhoids, it was significantly higher than any other pathology (p < 0.05, Figure 5) labor and delivery and to the more frequent habitual constipation. However, the high incidence of fistulas in ano in males in our series could be due to the increased tolerance of pain 5 of a perianal abscess, allowing it to progress into a fistula by the time the patient presents to our center. Poor bowel preparation occurred in 16.8% of patients. While sigmoidoscopy can be done in poorly prepared patients, it is possible to get an acceptable view in 50% of these patients only, 6 thus making gut preparation preferable. The majority (94%) of our patients tolerated the procedure well, in contrast to other studies. 1 The patients were followed for the next 3-6 weeks. This was possible in 85% of the patients. Our study found no postprocedure complications.
All pathologies in our study demonstrated a stable incidence except the "neoplastic lesions" group, which showed a significant upward trend. This observation is similar to those in other studies 7 where the clinical observation of an increase in GI malignancies in Kashmir Valley was documented in the recent past. Further, in our study, rectal adenocarcinoma was the most commonly reported malig-F Fi ig gu ur re e 3 3. . D Di is st tr ri ib bu ut ti io on n o of f v va ar ri io ou us s n ne eo op pl la as st ti ic c l le es si io on ns s. . T Th he e h hi is st to op pa at th ho ol lo og gy y o of f 7 7. .4 42 2% % o of f n ne eo op pl la as st ti ic c l le es si io on ns s c co ou ul ld d n no ot t b be e r re et tr ri ie ev ve ed d f fr ro om m t th he e r re ec co or rd ds s. . nancy. Possible explanations for this increasing trend in neoplastic lesions are changes in socioeconomic status and dietary habits and increased health consciousness of our patient population as a result of regular mass media campaigns regarding the warning symptomatology of malignancies. Among benign lesions, benign polyps formed >90% of this group. This is not reassuring in itself as untreated polyps have been shown to grow and subsequently undergo malignant change. 8 Malignant lesions picked up by rigid sigmoidoscopy are from the distal colon. It has been observed that neoplastic change in the distal colon may be a marker of neoplastic change in proximal colon 9 as well, warranting the need for additional investigations in these patients.
Although the gold standard investigative tool for colon cancer is colonoscopy due to its higher sensitivity and early detection, its applicability at the outset in every patient in our setting is limited. The equipment and its maintenance are costly. There are not enough trained clinicians. Perforation and bleeding sometimes accompany a colonoscopy, mandating additional hospital stays and, at times, even surgery. 10 The large number of patients coming through the outpatient department makes it unfeasible to carry out regular colonoscopic examinations on every symptomatic patient initially. C Co on nc cl lu us si io on n Although it is tempting to declare that rigid sigmoidoscopy is an outdated procedure and our patients are grossly under-investigated, this study points to the following facts, which negate these arguments: 1. The diagnostic yield of rigid sigmoidoscopy at our center is quite high (67.2%) 2. This procedure was well tolerated by our patients 3. With almost no post-procedure complications reported in our study, it can be considered a safe procedure (when performed patiently and under proper conditions) for peripheral health centers, and it can be done for screening. 4. It can be performed successfully, as in our study, quickly, and without any sedation in an outpatient setting. 5. The necessary equipment is inexpensive and widely available. Further, this is an easily learned procedure in comparison to other available investigative tools. 6. Much larger biopsy specimens can be obtained. 1 7. In cases without any bowel preparation, stools can be directly inspected for bleeding, steatorrhea, worms, mucus, etc. Thus rigid sigmoidoscopy is a valuable investigative tool for the distal colon and rectum, especially suited for a setup such as ours, and the benefits of continuing with it are significant.
